W hen a 359-g baby girl was born at the University of Iowa Hospitals and Clinics in 1994, the parents wondered whether other infants that small had survived in other hospitals. Their question led to an attempt to collect reports of survivors with birth weights of less than 400 g from the medical literature and lay media and the Tiniest Babies Registry was born.
To date, the registry has collected information on 111 babies with birth weights less than 400 g, who survived to hospital discharge. Cases of "micropremies" go all the way back to 1936, and the number of infants who survive each year has increased since the 1990s. Birth weights ranged from 260 to 397 g and reported gestational ages are from 21 to 34 weeks. All but 2 of the infants are small for gestational age. In keeping with other statistics about the "female survival advantage" in preterm infants, most of the tiny babies (75%) are female.
At the Tiniest Babies Web site (http://www. medicine.uiowa.edu/tiniestbabies/), a parent or health care provider can submit information for a new listing of a tiny baby or add growth and development data to an existing listing. The list of tiny babies can be viewed by birth weight or date of birth, and information also includes city and country of birth. The information on long-term functional and health outcomes of the patients in the registry is limited, but most of the patients have ongoing health and learning concerns.
The purpose of the Tiniest Babies registry is to provide a central repository of information for use by health care professionals and parents who are faced with decisions about the management of pregnancies with severe fetal growth restriction and postnatal management of severely undergrown infants of viable gestational age. 
Cheek and Jaw Support for Poor Feeders
C heek and jaw support during oral feeding is often used by nurses and therapists for preterm infants who are poor feeders. From a neurodevelopmental and biomechanical standpoint, rationale can be found for the effectiveness of oral support (promoting lip seal on the nipple to decrease leakage, increasing cheek and jaw stability to strengthen suction and compression, and assisting the upward movement of the jaw to decrease the effort required by the infant to suck from a bottle). It is one of those things that just seems to work for some infants, even though it has not been well-studied. Empirically, it seems that some infants can be fed higher volumes with oral support than without. However, it is not known if encouraging this higher volume with oral support is really safe and does not result in more feeding-related physiologic distress (coughing, "choking," oxygen desaturation, bradycardia, etc) In a study published in the American Journal of Occupational Therapy, 1 investigators studied 20 preterm infants, 25-36 weeks' gestation at birth and 32 to 41 weeks' postmenstrual age at the time of study. All were considered inefficient feeders by the nursing staff. A crossover design was used, and each infant served as his or her own control. Oral support was administered during feeding by supporting both cheeks and the chin of the infant.
Investigators found that the infants' intake rate was significantly higher during oral support condition than during the control feeding and feeding duration was shorter for the oral support feeding. When oral support was given, infants leaked less milk, especially in the first 5 minutes of the feeding. Oral support did not have a significant effect on oxygen saturation or pulse rate. The investigators concluded that oral support safely improves the feeding efficiency of preterm infants who are poor oral feeders. 
Automated Control of Oxygen
N o matter how hard we try to keep infants within a targeted arterial oxygen saturation range (SpO 2 ), preterm infants receiving supplemental oxygen spend approximately 30% of the time above the targeted SpO 2 range and about 20% of the time below the targeted SpO 2 range.
1,2 Neonatal nurses have wished, for many years, that technology could be developed to raise and lower an infant's fraction of inspired oxygen concentration (FiO 2 ) more efficiently than humans are able to do it.
Although not quite ready for prime time, it appears that hope is on the horizon for a device that could automatically adjust FiO 2 in infants undergoing mechanical ventilation. An automated system was recently evaluated in 35 mechanically ventilated infants as an investigational device, in the routine clinical environment of the NICU, to determine whether it was effective and safe in automatically adjusting FiO 2 to maintain SpO 2 within an intended range in preterm infants with frequent spontaneous fluctuations in SpO 2 .
3 Using a probe placed on the right arm, the device initially adopted the infant's current FiO 2 Twenty-four-hour automated time periods were compared with 24-hour manual (conventional) time periods when the FiO 2 was adjusted by caregivers. The primary outcome measure, time with SpO 2 within the intended range of 87% to 93%, was significantly higher during the automated period (40%) than during the manual period (32%) (P Ͻ .001). The automated system resulted in less time spent with SpO 2 above the intended range, but more time with SpO 2 below the intended range. SpO 2 was above the upper limit 28% of the time with the automated system and 43% of the time with manual control (P Ͻ .001); it was below the 87% boundary for 32% of the time with the automatic system and for 23% of the time under manual control (P Ͻ .001). A consistently lower FiO 2 was observed throughout the 24-hour automated period, compared with the 24-hour manual period.
These results show that, under routine conditions, automatic adjustment of FiO 2 improves maintenance of an infant's SpO 2 within a targeted range, primarily by avoiding high SpO 2 levels, and reduces inspired oxygen concentration and staff workload.
